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a  b  s  t  r  a  c  t
Introduction: Proctologic examination is a deeply intimate procedure which deals with a body
area  in which prejudices, taboos and constraints prevail, and may also relate to previous
trauma; yet this procedure is of paramount importance for the investigation of patients
with symptoms that foretell pathologies associated with distal colon, rectum and anus.
Objectives: This study aimed to analyze all cases scheduled of rigid proctosigmoidoscopy
performed by the Coloproctology Service, Hospital Santa Marcelina, in 8 of its 10 years of
residency in the specialty.
Materials and methods: We  analyzed mean age, gender distribution, device’s height of reach
in  relation to the anal verge, the percentage of abnormal tests stratiﬁed to perform, or not
perform, anoscopy and proctosigmoidoscopy, and major diseases detected.
Results: 844 rigid proctosigmoidoscopy procedures scheduled and performed by the Colo-
proctology Service, Hospital Santa Marcelina, between September 2006 and August 2014,
were analyzed. The distribution was similar between genders and the mean age was 51.2
years. With respect to the device’s height of reach from the anal verge, these values were
stratiﬁed as follows: distance reached >15 cm, 10–15 cm, and <10 cm from the anal verge.
Distances >15 cm from the anal verge were attained in 692 (82% of RR) tests, between 10 and
15  cm in 94 (11.1%) tests, and <10 cm in 58 (6.9%) tests.
Conclusion: In this study, it was found that proctology examination and rigid proctosigmoi-
doscopy are mandatory procedures in cases of symptoms depending on these practices.©  2016 Sociedade Brasileira de Coloproctologia. Published by Elsevier Editora Ltda. This
is  an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
 This study was conducted by the Program of Medical Residency in Coloproctology, Department of General Surgery, Hospital Santa
Marcelina, São Paulo, SP, Brazil.
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2237-9363/© 2016 Sociedade Brasileira de Coloproctologia. Published by Elsevier Editora Ltda. This is an open access article under the CC
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Análise  retrospectiva  de  exames  eletivos  de  retossigmoidoscopia  rígida
realizadas  no  servic¸o de  residência  médica  de  Coloproctologia  no





r  e  s  u  m  o
Introduc¸ão: O exame proctológico, apesar de profundamente íntimo e de lidar com área
do  corpo na qual imperam preconceitos, tabus e constrangimento, podendo inclusive
relacionar-se a traumas prévios, é de suma importância para a investigac¸ão de pacientes
com  sintomas que predizem patologias associadas ao cólon distal, reto e ânus.
Objetivos: Analisar todos os casos de retossigmoidoscopias rígidas realizadas de forma agen-
dada  pelo servic¸o de Coloproctologia do Hospital Santa Marcelina em 8 de seus 10 anos de
residência médica na especialidade.
Materiais e métodos: Analisou-se a média de idade, distribuic¸ão por sexo, altura de alcance
do  aparelho em relac¸ão à borda anal, percentagem de exames anormais com estratiﬁcac¸ão
quando realizado ou não a anuscopia e retossigmoidoscopia e as principais doenc¸as detec-
tadas.
Resultados: Foram avaliadas 844 retossigmoidoscopias rígidas realizadas pelo servic¸o de
Coloproctologia do Hospital santa Marcelina, de forma agendada, entre setembro de 2006 e
agosto de 2014. A distribuic¸ão foi semelhante entre os sexos e a média de idade foi de 51,2
anos.
Com  relac¸ão à altura em relac¸ão à borda anal, estratiﬁcou-se esses valores em maior que
15  cm, entre 10 e 15 cm da borda anal e alcance inferior a 10 cm da borda anal. Em 692 exames
foi  possível alcance superior a 15 cm da borda anal (82% das RR), em 94 (11,1%) entre 10 e
15  cm, e em 58 (6,9%) exames, abaixo de 10 cm.
Conclusão: Veriﬁcou-se em nosso estudo que o exame proctológico e a retossigmoidoscopia
rígida são mandatório em casos de sintomatologia que assim o necessitem.
©  2016 Sociedade Brasileira de Coloproctologia. Publicado por Elsevier Editora Ltda. Este
























Our aim is to analyze all cases of RR scheduled and performedntroduction
roctologic examination is a deeply intimate procedure, which
eals with a body area in which prejudices, taboos and con-
traints prevail, and may also relate to previous trauma and
buse issues; yet this procedure is of paramount importance
or the investigation of patients with symptoms that fore-
ell pathologies associated with distal colon, rectum and
nus, such as bleeding, change in bowel habits, abdominal or
erineal pain, mucorrhea, tenesmus, rectal pull, anal inconti-
ence, anal prolapse or tumor, anemia, and others.
Therefore, it is emphasized that this approach should
e done (where appropriate, depending on patient’s com-
laints) by all medical assistants, not only by general surgeons,
igestive tract surgeons and, more  speciﬁcally, by coloproc-
ologists. However, a more  detailed assessment of the anal
rea, rectum and distal colon with the help of anoscopy and
igid proctosigmoidoscopy should be performed, preferably by
ore  jaded professionals. Rigid proctosigmoidoscopy (RR) is
hat part of a proctologic physical examination that depends
n greater expertise and knowledge of the region. This
xamination consists of direct visualization of the mucosal
urface of the rectum and distal sigmoid colon in a variable
ength, depending on the equipment, the physician’s exper-
ise, and the patient’s anatomical conﬁguration, notably at the(http://creativecommons.org/licenses/by-nc-nd/4.0/).
rectosigmoid transition. In order to achieve an effective RR,
some principles should be followed1:
- speed: the examination should be performed in the shortest
possible time and with due effectiveness;
- minimum air-blowing: excess air during the procedure
causes discomfort and pain to the patient;
- the doctor should talk to the patient during the examina-
tion: the objective is to explain, reassure and, if possible, to
distract the patient;
- one does not cause iatrogenic problems, mainly bleeding,
mucosal laceration, and the most dreaded of all complica-
tions: rectal perforation during the examination.
The main contraindications to this examination are rep-
resented by an acute diverticulitis, suspected peritonitis,
hemorrhoidal thrombosis, anal ﬁssure, perianal abscess, anal
stenosis and an early postoperative period of a colorectal or
oriﬁcial surgery.
Objectiveby the Coloproctology Service of Hospital Santa Marcelina in
8 of its 10 years of residency in the specialty.





Fig. 2 – Height of rigid rectosigmoidoscope reach in relation88  j coloproctol (rio
Materials  and  methods
This is a retrospective analysis of all RR examinations per-
formed electively by the Service of Coloproctology, Hospital
Santa Marcelina, in 8 of its 10 years of medical residency in
the specialty.
Previously to the examination, all patients underwent ret-
rograde bowel preparation with a glycerin solution 12%. For the
examination, patients have adopted the knee-chest position,
except when there were contraindications or any age-related
limitation.
Mean age, gender distribution, the origin of the patient
(i.e., whether from internal or external service), the device’s
height of reach from the anal verge, percentage of abnor-
mal  tests with stratiﬁcation (with or without anoscopy and
proctosigmoidoscopy), and major diseases detected. RR pro-
cedures performed during outpatient visits were excluded.
Results
We  evaluated 844 RR procedures scheduled and conducted
by the Service of Coloproctology, Hospital Santa Marcelina,
between September 2006 and August 2014. The mean age was
51.2 years (13–92 years) (Fig. 1) and 414 (49.05%) patients were
male; most of the tests came from internal hospital services,
i.e., 622 tests (73.7%). Regarding the device’s height of reach
from the anal verge, the values were stratiﬁed in distances
>15 cm,  10–15 cm and <10 cm from the anal verge. In 692 exam-
inations, a distance >15 cm from the anal verge (82% of RRs)
was reached; in 94 (11.1%), between 10 and 15 cm;  and in 58
(6.9%) patients the device’s progression only was up to 10 cm
from the anal verge (Fig. 2). In all in which the height of reach
<10 cm,  the cause was an inadequate preparation, pain or a
stenotic tumor. Moreover, in 14 of 94 tests (14.9%) with progres-
sion from 10 to 15 cm,  an excessive angulation was observed.
The proctosigmoidoscopy had normal results in 677 patients
(80.2%); but with respect to these cases, in only 270 (39.9%) the
whole proctological examination was normal; in the other 407
tests (60.1%), some change was found, either at the inspection,
during palpation or at anoscopy.
On the other hand, when the proctological analysis was
taken as a whole (i.e., inspection, digital rectal examination
and palpation, anoscopy and rigid proctosigmoidoscopy), it













Fig. 1 – Age distribution.to the anal verge.
(68%), and in only 28.6% of these patients more  training and
expertise were needed to achieve a diagnosis by anoscopy and
RR. Thus, in general, the diagnosis of oriﬁcial pathology was
only possible with the use of anoscopy and RR in 144 patients
(17.06%); and only with the use of RR in 20 patients (2.4%)
(Fig. 3).
Cancer was diagnosed in 63 procedures (7.4%); in 44 of
these (69.8%), the digital rectal examination was sufﬁcient for
obtaining the diagnosis of neoplasia. Thus, it was observed
that from 844 RRs performed, in 44 (5.2%) of them the digital
rectal examination was sufﬁcient for the diagnosis of a tumor
(Fig. 4).
Discussion
According to data from INCA,2 between 2012 and 2013 518,510
new cases of cancer were diagnosed in Brazil, and speciﬁ-
cally with respect to colorectal malignancy, 30,140 subjects
were affected, with an equivalent distribution between gen-
ders. This neoplasia is the fourth most common cancer in men
and the third in women. Between 55 and 67%3,4 of cases, colo-
rectal cancer is found in the distal segment of the intestinal
tract, i.e. in the sigmoid colon and rectum, and about 35% of
these tumors are speciﬁcally located in the rectum.5
In this regard, when reaching 25 cm from the anal verge,
RR allows the establishment of a diagnosis in about 65% of all
colorectal cancers.6 However, in only 50% of the procedures,
the device will progress up to 20 cm from the anal verge.6
Moreover, being a rigid tube, the proctosigmoidoscope is still
quite sensitive and speciﬁc in order to measure the height of
the tumor from the anal verge or rectum valves.Despite being an invasive and uncomfortable procedure
to the patient, Elias et al. 7 conducted a study to verify the
patient’s impression with respect to the proctology examina-
tion by the resident physician. In this study, these authors
844
patien ts 
Abnorm al - 574
Inspe ction  an d DRE – 71 .4%
Anoscopy and RR – 28.6%
Diagnos is wit h anoscop y: 17. 6%
Diagnos is wit h rigid proctos igm oidos copy: 2.4%
Normal  - 270
Fig. 3 – Results of examinations of rigid sigmoidoscopy.





Fig. 4 – Percentage of neoplasm diagnoses in anorectal
































ination is mandatory in cases of symptoms implying thisnoscopy and rigid proctosigmoidoscopy.
nalyzed 100 patients undergoing consultation and a full proc-
ological test through ectoscopy, digital rectal examination,
noscopy and rigid proctosigmoidoscopy. Elias et al. showed
hat 87% of patients accepted well the presence of residents,
1% remained indifferent, 1% found their presence unpleas-
nt, and 1% did not answer. Regarding the residents’ gender,
o statistically signiﬁcant correlation was found between this
ariable and the refusal or acceptance of their presence by
atients.
Similarly, Simpson et al. 8 conducted an interview with
olorectal surgeons from Australia and New Zealand. Of the
5 professionals who answered the questionnaire, 30 (85%)
outinely perform RR in their ofﬁces.
In this context, Diogenes et al.9 intended to evaluate the
roctosigmoidoscopy ﬁndings in a colorectal cancer screening
n asymptomatic patients over 50 years. With that in mind,
hese authors studied 208 patients in the period of approx-
mately one year, achieving 94.73% of normal results; in
he remaining 5.26%, the presence of hyperplastic or adeno-
atous polyps was diagnosed, and not one case of malignancy
n the sample studied was found.
Between 1989 and 1996, Balkan et al.10 evaluated 119 RR
rocedures in 100 patients aged 8 months to 14 years with
omplaints of anal bleeding. These authors used as exclusion
riteria the presence of anal ﬁssure, hemorrhoids and anal
nfection. The procedure had abnormal results in 60 patients
nd the primary diagnosis was a rectal polyp in 53.3% of cases,
ollowed by proctitis in 26.7%. Of those patients with a rectal
olyp, the authors established the diagnosis by digital rectal
xamination in 66% of cases, with a false-positive rate of 25%
nd a false-negative rate of 12%.Studies on the applicability of RR are relatively rare and
ated, mainly with reference to the acquisition and progres-
ive development of modern methods for the rectal work-up. 6;3  6(2):86–90 89
Selby et al.6 showed that patients undergoing rigid proctosig-
moidoscopy in colorectal cancer screenings in the 10-year
period prior to the study had only 30% of fatal cancer risk
versus subjects not screened for malignancy in the group of
patients already known to be carriers of rectal, rectosigmoid
transition, or distal sigmoid cancer.
In addition, and highlighting the usefulness of RR –
even when the most advanced propaedeutics are available
– Schoellhammer et al.11 set out to determine the degree
to which rectal and rectosigmoid tumors showed a change
in their treatment, based on the height of measured injury
obtained with RR and colonoscopy. With that in mind, these
authors subdivided their 53 patients examined by colonoscopy
into carriers of injury in the lower rectum (0–7 cm from the
anal verge), middle rectum (8–11 cm from the anal verge),
high rectum (12–15 cm from the anal verge) and rectosigmoid
region (>15 cm from the anal verge); this done, these authors
compared their ﬁndings with these distances obtained with
RR.
Also in this study, when low, medium and high rectal and
rectosigmoid tumors were analyzed, its authors observed dif-
ferences in the measured distance from the anal verge to the
injury by colonoscopy versus RR: 0.8 cm,  1.8 cm,  3.1 cm and
5 cm respectively. Thus, an intermediate Kappa index between
the differences of height measurements of the lesion in the
high rectum and the sigmoid region was obtained, showing
that the most proximal the neoplasia was located relative to
the anal verge, the greater the discrepancy between the mea-
surements obtained by colonoscopy and RR. Moreover, these
authors reported that the addition of RR previously to the ther-
apeutic decision making changed the treatment plan in 25%
of patients.11
Although this is a test usually applied during coloproc-
tological consultation, the presence of fecal residue in the
rectum may compromise its effectiveness in such a way that,
with respect to the need to prepare the area for a rigid proc-
tosigmoidoscopy, it is known that about 50% of the tests have
limitations due to the presence of fecal residue.12
With that in mind, Bulmer et al.13 conducted a random-
ized study involving 131 patients in order to compare subjects
with retrograde distal mechanical preparation versus those
who did not make any preparation. It was found that among
those patients undergoing bowel preparation, it was possible
to inspect more  than 75% of the rectal mucosa circumference
in 79% of patients. On the other hand, among those subjects
who did not undergo preparation, this was only possible in
26.2% (p < 0.05). Moreover, among those subjects undergoing
bowel preparation, it was possible to introduce the device
in 83.3% of patients; as to those subjects without prepara-
tion, this was only possible in 46.2% of the examined patients
(p < 0.05).
Conclusion
In the present study, it was found that the proctological exam-examination. In this analysis, we emphasize that in 71.4% of
abnormal anorectal examinations, the inspection and digital
rectal examination were enough to establish a diagnosis of
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oriﬁcial pathology. Thus, thanks to its simplicity and the abil-
ity to be carried out any practicing doctor, this test should
never be overlooked.
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